Z ullig et al. 1 conducted an observational analysis of a subset of participants randomized to the intervention arm of the STOP-DKD clinical trial. The intent of the study was to describe whether primary care physicians' (PCPs') acceptance of pharmacists' recommendations impacted systolic blood pressure (SBP) at 36 months from baseline. Participants in the intervention received monthly telephone calls with a pharmacist addressing health behaviors and medication management. The research pharmacists made recommendations to PCPs to aid in titration decisions. In all, they made 176 treatment recommendations for 59 participants, of which 61% were accepted by the PCPs. While there was a significant association between the number of recommendations and the odds of PCP acceptance, there was no association between accepted recommendations and SBP.
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A number of factors may have led to the mixed results. First, hypertension management in diabetics is different than in patients with essential hypertension. 2 Second, medication adherence can be influenced by multiple factors and interactions at the patient-, provider-, and healthcare-system level. 3 This complexity may have reduced the possibility of showing a robust impact in a relatively small sample size. Third, the structure of the management team seemed somewhat complicated-i.e., each patient was essentially interacting with two providers (pharmacist and PCP), with the former making the phone calls and recommendations, with the latter making the decisions but without continuity in patient contact. More recent models of medication management utilize the pharmacist as the primary provider who directly titrates a patient's medications based on a protocol. This type of comprehensive medication management (CMM) is gradually being recognized as a key practice for team-based care. 4 Despite these shortcomings, Zullig et al.'s research contributes to an emerging body of evidence that supports the use of CMM or its variations (e.g., this study) in various settings. Emerging data also suggest that these interventions could be cost-effective, and in some instances, revenue generating. The integration of CMM into a patient-centered medical home in South Carolina, for example, resulted in the practice being able to collect~$7400/ month for the pharmacist services and a 20.6% increase in the average daily payments for physician services. 5 Compliance with Ethical Standards:
